
                                                          

 

 
HEAD TO TOE ASSESSMENT 
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PATIENT HISTORY 

 
Address ____________________________________ 

Phone ______________________________________ 

Contact Name _______________________________ 

Contact Phone _______________________________ 

Physician ________________ City_______________ 
Last Oral Intake ______________________________ 
Allergies – Food  _____________________________ 
Allergies – Drug  _____________________________ 
Medications  ________________________________ 
Asthma/Lung ________________________________ 
Back Pain  __________________________________ 
Cancer  _____________________________________ 
Cardiac  ____________________________________ 
Diabetes  ___________________________________ 
Eye Glasses _________________________________ 
Seizures  ____________________________________ 
Stroke  _____________________________________ 
History  ____________________________________ 
___________________________________________ 
___________________________________________ 
Taken By  __________________________________ 
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